| ME THODS

| Design, setting and participants
To reach a large group of HCP, a cross-sectional mixed method survey study design was used, in which both quantitative and qualitative data were collected. For aspects for which prevalences were explored, we chose to work with closed-ended questions, resulting in quantitative data. To give participants the change to give their personal reflections or experiences on certain topics that could not be quantified, we chose to work with open-ended questions, resulting in qualitative data.
The multidisciplinary sample of HCP was recruited in the inpatient and outpatient healthcare context in the north-east part of Belgium.
An attempt was made to reach all HCP serving the regional population of cancer patients, and so an exhaustive approach in recruitment was used. Medical doctors, nurses, healthcare assistants, psychologists, social and spiritual workers, dieticians, pharmacists, physical, occupational and lymphedema therapists were invited to participate (recruitment details in Supporting Information Appendix S1).
HCP working with cancer patients in the inpatient context were recruited from the five (medium to small) acute care hospitals in the region (all in urban area). Medical directors and heads of departments were contacted to obtain the permission to recruit participants from their hospital, and to plan the distribution of the survey.
HCP working in the outpatient field were recruited through professional associations and discipline-specific networks. We obtained the cooperation of GP-and physical therapist circuits, home care and home nursing services, health insurance services and disciplinespecific professional associations. Regional coordinators and chairpersons assisted in distributing the survey.
There were no restrictions regarding age, gender, professional discipline, duration of career or job time spent working with the cancer patient population, as these were all included as variables in the study.
| Material
Participants were queried on a wide range of psychosocial topics, with a subdivision based on the Cancer Rehabilitation Evaluation System (CARES; Schag & Heinrich, 1990; Schouten et al., 2016;  Survey questionnaire in Supporting Information Appendix S2).
Multiple-choice (MPC), matrix The questionnaire was pilot-tested in a group of 10 HCP from eight disciplines. Based on their feedback, adjustments and linguistic refinements were made.
| Procedure
All HCP received the same e-mail explaining the study objective, information on the informed consent procedure and a Qualtricsweblink to complete the survey. A time frame of 14 days was provided to complete the survey. Participants were actively recruited in October and November 2016. In early December, a reminder was sent with a request for non-responders to indicate why they chose not to participate. No further incentives were used. The online survey was closed at the end of December 2017.
| Data-analysis
Only data of fully completed surveys were used for analysis; in this way, the obtained insights into all explored aspects were based on the same sample. In this sample, there were no missing data, since we worked with an answer obligation to get to the next question in Qualtrics.
Descriptive statistics were used to summarise participant characteristics. Frequencies and percentages were computed for participants' responses to MPC and MT questions on "Prevalence and addressing of psychosocial topics in patient-professional contact," "Psychosocial support or care provided," and "Referral policy." We planned to perform subgroup analysis based on the several disciplines of HCP if subgroups were large enough to come to meaningful analyses.
Data from two open-answer questions on "personal or general shortcomings or barriers in the provision of psychosocial care or support" were subjected to thematic analysis (Braun & Clarke, 2006) .
Several main themes and subthemes derived from the analysis of participants' answers in this analysis, and participants' quotes were coded accordingly in NVivo (Table 3 in results section). Findings were not checked with participants afterwards.
We applied the STROBE (for observational quantitative studies; Tong, Sainsbury, & Craig, 2007) and COREQ (for qualitative studies;
von Elm et al., 2007) guidelines for reporting as far as applicable to this study.
| Ethical considerations
Participants were informed that the collected information would be kept confidential and that the questionnaire was anonymous. There 
| RE SULTS
| Participants
The invitation for participation was sent to 4,965 HCP (608 inpatient, and 4,357 outpatient), of which 583 responded (12% response rate), and 368 surveys were fully completed.
Only 35 of the invited HCP provided a reason for not participating in the study: "no interest in participating" (8.6%); "lack of time" (22.9%); "not applicable to me, since I never or rarely work with cancer patients" (54.3%); another not specified reason (14.3%).
The mean age in the sample was 43 years (SD = 11.51, range 21-81), the mean years of professional experience was 18 years (SD = 11.39, <1-47), and 23.9% of the participants was male. Further information on socio-demographic and professional characteristics is displayed in Table 1 .
| Quantitative data
| Prevalence and addressing of psychosocial topics in patient-professional contact
The majority of HCP indicated that most of the psychosocial topics were "sometimes" or "often" addressed in contact with cancer patients (Figure 1 ). There were three topics that deviated from this tendency. Thoughts about the disease, treatment and recovery were more frequently discussed with patients. In contrast, sexuality and resumption of work were clearly less often discussed. Similar response tendencies were found when comparing the answers from HCP providing inpatient and outpatient care.
A minority of the participants (1.9%) use a systematic approach to address psychosocial concerns: Checklists to assess patients' well-being (n = 5) and patient-reported outcome tools (n = 2) are used. The vast majority of HCP do not use a systematic approach.
A minority (2.7%) believe that addressing psychosocial issues is not part of their job; 37.5% use the general question "How are you?," so patients can bring up any psychosocial problems themselves if desired; 56.0% spontaneously address various psychosocial aspects when exploring cancer patients' well-being.
| Psychosocial support or care provided
Half of the HCP (51.9%) believe he or she "usually" provides enough attention to the psychosocial needs of cancer patients. Nine per cent indicated they "always" do so, 29.6% "sometimes." A small portion of the HCP (9%) reported "never" giving sufficient attention to the psychosocial needs of patients. 
| Referral policy
Tables with quantitative referral details for all psychosocial topics are listed in Supporting Information Appendix S4, and the main findings are discussed below and displayed in Table 2 .
Referral towards inpatient HCP or services
In the inpatient field, patients are most frequently referred to a hospital-based psychologist (20.7%), social worker (17.4%) or specialised nurse (10.8%). The options "Inpatient referral is not applicable to me" (18.0%) and "I do not refer, I provide care or support for this aspect myself" (9.0%) complete the top five.
Referral to outpatient HCP or services
In the outpatient field, patients expressing psychosocial concerns or problems are mostly referred to the GP (18.3%), psychologist (14.5%) or centres for well-being and mental health (12.6%). The options to "I do not refer, I provide care or support for this aspect myself" (11.2%) and "Outpatient referral is not applicable to me" (11.0%) complete the top five.
The referral frequencies of the outpatient and inpatient subgroup contributing to this general tendency are displayed in Supporting Information Appendix S2.
| Qualitative data
| Shortcomings or barriers in the provision of psychosocial support or care
The open-ended questions show that 51.4% of the sample experience shortcomings and barriers in the provision of psychosocial care or support to cancer patients. Thematic analysis revealed that some barriers are specific to the HCP, others can be attributed to the healthcare system or are situated at the patient-level. The main themes and subthemes that resulted from the thematic analysis are displayed as headings and subheadings in Table 3 with participants' example quotes, and presented in italic font in the discussion below. A lack of empathy for the patients' situation is experienced by some HCP, who believe they could provide better psychosocial support had they had a personal experience with cancer.
Barriers at the patient-level
Barriers in the healthcare system
Participants indicate that the healthcare financing system is mainly based on a "fee for service system," and the time available for patients is sometimes limited. The paperwork that needs to be done when supportive care is applied for is often perceived as burdensome and time-consuming, both for patients and for HCP.
| D ISCUSS I ON
In this study, a multidisciplinary group of HCP was surveyed regarding their perspective on the prevalence of psychosocial issues in patient-HCP interactions, the types of care they provide themselves, their referral policy and potential barriers in the delivery of psychosocial care.
According to respondents, a variety of psychosocial topics is addressed in HCP-patient contacts. This is done rather spontaneously and not according to a systematic approach. However, without a systematic approach, attention for and detection of patients' psychosocial problems will vary (Arora, 2003) . Previous studies have demonstrated that HCP do not always make a good estimate of patients' psychosocial distress or needs (Mitchell, Vahabzadeh, & Magruder, 2011) . Patients on their part often wait for the HCP's initiative to discuss certain topics (Taylor et al., 2011) . We found that sexuality and return to work issues are rarely covered. Other studies suggest that sexuality issues are discussed less because of taboo or feelings of shame related to the topic (Vermeer, Bakker, Kenter, Stiggelbout, & Kuile, 2016) with psychosocial well-being and care options were found to be barriers for HCP to integrate the psychosocial approach in routine care (Dilworth, Higgings, Parker, Kelly, & Turner, 2014; Fagerlind, Kettis, Glimelius, & Ring, 2013; Wei et al., 2017) . As found in the study of Travado, Reis, Watson, and Borras (2015) , HCP feel that the existing financing system of cancer care and the (lack of) coordination in the psychosocial approach induce thresholds. Nurses could, for example, have a more explicit role in detecting, working with and referring for psychosocial needs of cancer patients, integrated in a multidisciplinary team approach (Ercolano, 2017) . However, for this, the task allocation and interdisciplinary attunement need to be discussed. The challenges integrating the psychosocial approach are not specific to cancer care, and these could partly be explained by the fragmentation in primary care and limited transdisciplinary communication and collaboration (Vannieuwenborg, Buntinx, & Lepeleire, 2015) .
This study had some limitations. First, the response rate (12%) was low. In an attempt to obtain a representative sample and avoid selection bias, we tried to recruit all HCP serving the population of cancer patients to a greater or lesser extent. After all, each HCP is a care provider and potential referrer for these patients. Recruitment was especially difficult in the outpatient field because of the fragmentation that characterises primary care, and the lack of visibility regarding specialisations. Our exhaustive approach in recruitment probably led to the invitation of HCP for whom our study topic was not relevant, since they rarely or never work with cancer patients.
